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Methods:
Following approval by the Icahn School of Medicine at Mount Sinai Institutional Review Board, a retrospective review was performed identifying patients who underwent unilateral breast reconstruction using a double pedicle DIEP flap by a single two-surgeon team. Data was collected on patient characteristics, pre-operative risk factors, and post-operative complications. Data was analyzed with a specific emphasis placed on post-operative complications and how they related to pre-operative risk factors.
Results: 20 patients were identified who underwent unilateral breast reconstruction using a bi-pedicled DIEP flap. All patients were female and were previously diagnosed with cancer. There were zero flap failures and zero instances of abdominal hernia or issues with abdominal wall functionality following the operations.
ConClusions:
The series of surgeries described in this study resulted in successful breast reconstruction in 20 women using a bi-pedicled DIEP flap. The results show that this novel approach allows for reconstruction in places where a conventional DIEP does not provide adequate volume, achieved safely and without increased morbidity.
The bi-pedicled deep inferior epigastric perforator flap is a viable option for large-volume autologous breast reconstruction, providing ample tissue for successful reconstruction while also allowing for shorter recovery and limited donor-site morbidity. 
Two-Stage

MAteRiAls & Methods:
A non-blinded randomized controlled trial was conducted at eight hospitals in the Netherlands. Patients who intended to undergo skin-sparing mastectomy and immediate IBBR were randomized to one of two procedures for IBBR: one-stage ADM-assisted IBBR or two-stage IBBR. The primary endpoint was quality of life. In the present article, we assessed the effect of the procedure on the occurrence of adverse outcomes. Analyses were performed with logistic regression and the general linear model. The trial is registered in the Dutch National Trial Register (NTR TC 5446) and the public CCMO register in the Netherlands (NL41125.029.12). The inclusion of patients is completed.
Results: Between April 14, 2013, and May 29, 2015, 142 patients were enrolled in the study. Eventually, 59 patients (91 breasts) in the one-stage IBBR group and 62 (92 breasts) in the two-stage IBBR group were included for analysis. The overall surgical complication rates per patient (45,8% vs 17,7%, OR=4.5, p=0.008), the medical re-operation rates (37,3% vs 14,5%, OR=3.7, p=0.014) and the implant explantation rates (28,8% vs 4,8%, OR=16.8, p=0.004) were significantly higher in the one-stage group. This was also true after controlling for multiple confounding factors. 
ConClusion
Myckatyn, MD
BACkGRound: Nipple-areola and skin sparing mastectomy (NASSM) is an accepted and sought after option for eligible patients, and the rate of women undergoing this operation continues to climb. The main advantage of the procedure is the ability utilize existing skin envelope and NAC for improved shape, fewer operations, and less psychological impact on patients. There are many possible incisions, each providing its own advantage from an oncologic or reconstructive perspective. Studies suggest that perfusion is received primarily from superior, medial, and lateral contributions. Therefore the lateral radial (LR) incision may lead to improved perfusion, however the mastectomy is more difficult via an inframammary (IMF) incision and this could lead to a higher complication rate. We aim to assess perfusion to nipple-areola complex in these two incision patterns and determine the impact of the incision type on overall outcomes, complications, and patient satisfaction.
Methods:
Patients with age >18 with BMI 18-35, with estimated breast size 100-800g were included in this prospective study. Patients were randomized to receive either an IMF or LR incision unless one was given a strong preference by patient or surgeon. A BreastQ survey was administered preoperatively, and three-dimensional images of both breasts were captured. Mastectomies were performed by experienced breast surgical oncologists. Laser angiography (SPY system, Lifecell) was performed at 3 distinct time points: pre-operatively, post-NASSM, and post-reconstruction. Blood pressure was monitored closely throughout the operation. Patients were followed for at least 3 months after their permanent implant placement for complications. Three months postoperatively, the BreastQ survey was again administered and three-dimensional images were captured to measure aesthetic landmarks. Two-tailed Mann-Whitney U and Chi-squared tests were used to compare group medians and proportions with P<0.05 indicating significance.
Results: Fifty-five received an IMF incision, and twentyfour a LR incision. There was no difference in demographics, comorbidities, specimen weight, initial implant volume, or intraoperative blood pressure between groups. Similarly, there was no there a difference in distribution of breast perfusion pattern. The LR group did have a longer operative time (155 min vs 177 min, p=0.02). The decrease in perfusion to the whole breast did not differ between groups at each surgical stage. Patients with an IMF incision had significantly lower remaining perfusion to the inferior (21.94% vs 36.89%, p=0.001) and lateral portions of the flap (23.08% vs 40.70%, p=0.003) after reconstruction. Perfusion to the nipple was not significantly different (29.87% vs 40.03%, p=0.15) when adjusting for covariates. Rates of complications, including necrosis, infection, implant exposure or malposition, and explant did not differ between incision types. There was no difference in patient satisfaction based on BreastQ scores between incision types. Finally, there was no significant difference in mammographic measurements on three-dimensional imagining between groups.
ConClusions:
There is a significant decrease in blood flow to the inferior and lateral portions of the skin envelope using the IMF incision when compared to the LR incision, possibly due to differences in retraction and difficulty in technique. Despite this, there is no difference in complications, outcomes, or patient satisfaction with their surgical reconstruction over a 3 month period.
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